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In the third case the placenta was removed after 2 hours' retention on account of bleedin-g, and there was no evidence of a ring.
The following conclU8ion8 may be put forward: (1) The average duration of labour was slightly shorter in cases where pituitrin was given.
(2) The incidence of postpartum haemorrhage of over 20 oz. was not reduced. (3) There is a danger of hourglass spasm of the uterus, with the ensuing risk attached to manual removal of the placenta.
It may not be out of place to mention a case of uterine spasm noticed during lower segment Caesarean section, when 10 units of pituitrin were injected directly into the uterine muscle. Spasm of the upper segment was so marked that it was not easy to extract the placenta, and a similar spasm may surely occur in occasional cases of normal labour where pituitrin is given, especially as the action of pituitrin on any particular uterus seems to be variable and unpredictable. It seems unjustifiable to expose the patient to this risk, however remote, just to obtain the doubtful advantage of shortening the third stage.
Mr. J. Wyatt said that it was at the instigation of Mr. Palmer, Mr. Lack, and himself, that this investigation had been carried out, as frequently they had heard it denounced (without sufficient evidence) as being dangerous. He felt that although the numnber of cases was not large, Messrs. Williams, Percival and Clayton had tabulated the results very well. With regard to those cases of " contraction ring " reported, it was rather difficult to lay the whole blame oni the pituitrin as much manipulation of the uterus had been carried out before the complication was discovered. Lastly, he hoped that they would continue this work, as with a larger number of cases further points of interest might come to light.
Effective Methods of Using Oxytocic Drugs in Post-Partum Hamorrhage
By CHASSAR MOIR, M.D., F.R.C.S.Ed., F.C.O.G. IN 193 .5 1 read before this Section a paper (lealing with the merits and demerits of oxvtocie drugs in the post-partum perio(l. A cinematograph film has been prepared which illustrates and emphasizes certain of the matters which I then discussed, particularly the speed of action of the new ergot alkaloid, ergometrine, w-hen administered by various routes (Dudley an(I Moir, 1935 ; Moir, 19:35, 1936) .
By means of a device strapped on the abdominal w-all it is possible to study the behaviour of the uterus and to demonstrate the action of oxytocic drugs. A modification of this apparatuis has enabled a cinema picture to be taken showNing the time of onset of a uterine contraction. Ergometrine was found to act by the mouth in 5-10 minutes; by intramuscular injection in about 31 minutes; by rectal injection in 3-10 minutes; and by intravenous injection in 45 seconds.
The special object of this communication is to emphasize that in cases of postpartum hmnorrhage in which speed of action is essential, ergometrine should be injected intravenously in doses not exceeding 0-2 mgm. ; or, better, injected directly through the abdominal wall into the muscle of the uterus in a dose of 0.5 mgm. This latter means of administration has many advantages. It is simple, quick, safe, and efficient. Uterine response starts in about 15 seconds, and by 40 seconds the whole organ becomes extremely contracted. A like effect is obtained when pituitary extract or the purified pitocin is similarly injected. I believe that this simple procedure is one of the most valuable therapeutic resources in midwifery, and by its use the need for hot intra-uterine douches or packing is almost eliminated. Except in the case of an abnormally fat patient, it is almost always possible to imanceuvre the post-partum uterus so that it lies directly against the abdominal wall: the skin is then rubbed with tincture of iodine, and injection is made 1 in. or 2 in. below the umbilicus directly into the substance of the uterus. There is a theoretical danger that a rusty needle might snap during the injection, and for this reason only the modern stainless-steel type of needle should be used this rule applies to intramuscular injections of every variety.
Nothing new is claimed for this method of administering oxytocic drugs. Sir Beckwith Whitehouse has for many years advocated direct injection of pitocin into the uterus in cases of post-partum hoomorrhage, and Rawson in 1935 published an article emnphasizing the usefulness of the method. After early doubts I amll convinced that this is the inethod of choice in obstetrical emergencies.
The foregoing remnarks refer to true post-partum haemorrhage from a relaxed uterus. It may be asked whether a similar line of treatment is desirable in cases of third-stage hwmorrhage. This cannot be answered by a simple yes or no. It is unwise to administer any oxytocie drug as a routine measure before the placenta is expelled. If bleeding occurs from a relaxed uterus the orthodox lines of treatment are usually successful in promoting uterine contraction and arresting hnmorrhage. From time to time, however, every obstetrician is faced with a patient in whom the simpler formiis of treatment have failed and in whom dangerous bleeding continues from a relaxed uterus. In such cases manual removal of the placenta is often contemplated. This operation has considerable dangers, and is followed in one-third of the cases by notifiable pyrexia. Before resorting to such a procedure it is, I believe, justifiable to inject 5 units of pituitary extract directly in the uterine wall. A hand should then be kept on the organ, and, after 40 seconds, when contraction is well established, a fresh attempt should be made to expel the placenta by Crede's manceuvre. This manipulation is frequently successful under the new conditions. It is important not to wait too long, as the excessive contraction induced by the drug may hinder rather than help the expulsion. If, however, the placenta is still found to be adherent it is wise to wait for half an hour before resorting to manual removal; by that time the pituitary effect will be nearly spent and the intra-uterine operation will be correspondingly easier. Intra-uterine injection of pitocin or ergometrine in the third stage of labour is also, I believe, justified in certain cases of difficult delivery in which the patient has sustaine(l a deep tear or cut of the cervix, vagina, or perineum. By this means the loss of blood, and the duration of timne during which the patient has to remain semi-anaesthetized on the delivery couch, are both greatly diminished. Further, the actual work of repair is considerably facilitated, for the surgeon no longer has to conten(I with periodic gushes of blood which obscure the operation field. Again, I wish to emphasize that I do not advocate the adnministration of oxvtocic drugs by this, or any other means, as a routine procedure in the third stage of labour. I have, however, used it unhesitatingly in particular cases in which the slight risk of incarceration of the placenta seeml-ed to be the lesser of evils. On sulch occasions the injection has proved to be a very great boon.
